A 69-year-old alcoholic manwith pneumonia and sepsis due to Aeromonashydrophila is presented. He died of suffocation by a copious amount of hemoptysis six hours after his first symptoms of abdominal pain, diarrhea and dyspnea. Aeromonas hydrophila was isolated from blood and bronchial secretion. A fulminant form of pneumonia could develop in patients with predisposing underlying conditions such as alcoholism with chronic hepatitis and diabetes mellitus. Aeromonas hydrophila pneumonia may be characterized by hemoptysis and rapid clinical deterioration with a high mortality rate. (Internal Medicine 35: 410-412, 1996) 
Introduction
Aeromonas hydrophila is an anaerobic gram-negative bacillus commonlyfound in water (1) . It can cause soft tissue infections , sepsis and diarrheal diseases in immunocompromised hosts (1) , however, pulmonary infections are extremely rare (1) (2) (3) (4) (5) . We present a case of fulminant pneumonia due to Aeromonas hydrophila in an alcohol abuser.
Case Report
A 69-year-old manwas admitted to our hospital because of left upper abdominal pain, diarrhea and dyspnea. On the morning of admission these symptomsoccurred suddenly. Hewas an alcohol abuser with diabetes mellitus and chronic hepatitis due to hepatitis C virus. His blood sugar level had been out of control. On physical examination, the patient appeared acutely ill with a temperature of 37.8°C, pulse rate of 130 beats/min, respiration rate of 35/min, and blood pressure of 84/64 mmHg. He was malnourished due to alcohol abuse. Sonorous rhonchi was audible throughout the lungs. The heart sound was normal. There was tenderness without guarding in the left upper abdomen. Peripheral cyanosis and cold sweating were noted. No skin lesion was found. Plain chest film on arrival at our hospital showed pulmonary infiltration in the middle and lower field of the left lung. Thoracoplasty had been performed 40 years earlier as therapy for pulmonary tuberculosis (Fig. 1) . The white blood cell count was 6,200/jllI with a marked shift to the left. C reactive protein was 0.5 mg/dl and glucose was 268 mg/ dl. The arterial blood gas analysis showed pH 7.3; PO2 44.2 mmHg; P<x>2 47.0 mmHg;base excess -2.4 mEq// with the patient breathing room air ( Table 1) . The patient was treated with 500 mg of imipenem-cilastatin, 100 mg of isepamicin, 20 mg of betamethasone, and 10 //min oxygen by mask 2.5 hours after his first symptoms. Three hours later, he coughed up blood and went into shock. Resuscitative efforts were immediately begun. Over 1 ,000 ml of hemoptysis overflowed through the endotracheal tube and he died of suffocation by a copious amountof hemoptysis six hours after the development of his first symptoms. Autopsy was not performed. Aeromonas hydrophila was isolated from blood and bloody bronchial secretion. The organism was identified by the Baxter MicroScan® Neg ComboType 4J panel (Dade Company, Deer field City). Aeromonas hydrophila isolated in this case was sensitive to trimethoprim-sulfamethoxazole, ofloxacin, minocycline, isepamicin, ceftazidime and imipenem-cilastatin.
Discussion
Pulmonary infections due to Aeromonas hydrophila are extremely rare (1) (2) (3) (4) (5) . In most of the reported cases, patients have predisposing underlying conditions (2-5): aspiration (2-4), alcoholism (2, 5), bronchiectasis (2), lymphoma (2) and chronic renal failure (3). The present patient was an alcohol abuser and had chronic hepatitis due to hepatitis C virus along with uncontrollable diabetes mellitus. Hewas malnourished Fulminant AeromonasPneumonia Figure 1 . Plain chest film shows pulmonary infiltration in the left middle and lower fields of the lung.
due to alcohol abuse. Isolation ofAeromonashydrophila from blood and bronchial secretion confirmed the diagnoses of both pneumonia and sepsis due to Aeromonas hydrophila. Accompanying abdominal pain and diarrhea raised the possibility that both pneumonia and sepsis might have been secondary to acute enterocolitis. It is reported that Aeromonashydrophila is a ubiquitous inhabitant of water ( 1 ). It was considered natural for oral ingestion of Aeromonashydrophila to be the route of infection of the present case. Despite immediate and intensive therapy with proper antibiotics, the symptoms acutely deteriorated and the patient died. Wethought that the clinical course was too rapid for the therapy to be effective. The findings of the plain chest film seemed to be mild compared with the severe clinical conditions. One reason could be that the plain chest film was taken immediately upon his arrival to our hospital and the conditions rapidly worsened. Fromthe rapid clinical course, we thought that there must be subclinically broad pathological changes in the lungs at the time. It is likely that if a plain chest film would have been taken at the time of massive hemoptysis, remarkable findings on the film would have been found. In 6 reported cases ofAeromonas hydrophila pneumonia in which the clinical course was described in detail (2-5), hemoptysis was seen in 3 cases (3) (4) (5) . Surprisingly, the mortality rate related to Aeromonaspneumonia was reported as 83%. In 4 out of 5 fetal cases, patients died within 72 hours after admission (2-5). Scott et al (5) reported a case offulminant type Aeromonashydrophila pneumoniawith a copious amountof hemoptysis. The autopsy revealed acute erosive tracheobronchitis and hemorrhagic pneumonia with necrosis (5). The present case was very similar to their case. We clinically thought that the direct cause of our patient' s death was suffocation due to the massive hemoptysis. Hemoptysiswas not the first symptom;it occurred three hours after the other symptoms due to Aeromonas hydrophila infection. Aeromonas hydrophila was isolated from bronchial secretion as well as from blood. These findings suggested that hemoptysis occurred as the.result of Aeromonas hydrophila infection. The pathological diagnosis must be hemorrhagic pneumonia in the present case, otherwise there was no explanation for the copious amount of hemoptysis.
Fulminant type Aeromonaspneumonia might occur in patients with underlying conditions such as alcohol abuse, chronic hepatitis and diabetes mellitus as the present case. Its commonfeatures were hemoptysis and a rapid clinical course combined with sepsis and high mortality rate. Although the cause of the extremely rapid clinical course is still unknown, 
